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Although similar in appearance and presentation to
conventional aortic dissection, the natural history and
prognosis of intramural haematoma (IMH) of the
aorta is less clearly understood. By definition IMH is
a collection of blood confined to the aortic wall, which
in contrast to conventional aortic dissection is sepa-
rated from the vessel lumen by an intact intima.
Although a potentially fatal condition, IMH can
resolve spontaneously without surgical intervention.
Case Report
A 69-year old gentleman presented with a 2 h history
of severe chest pain radiating to his back. He had a
past medical history of hypertension that was con-
trolled with atenolol and nifedipine. On clinical exam-
ination his blood pressure was elevated at 230/
120 mmHg, with equal pressures in both arms, and a
full complement of peripheral pulses. Chest radio-
graph on admission revealed a widened mediastinum
and a working diagnosis of aortic dissection was
made. A contrast enhanced CT scan demonstrated an
aortic wall dissection containing haematoma, but did
not show flow within the haematoma or an intimal
defect (Fig. 1). The aortic diameter was 42 mm at
its widest point and the haematoma was located
distal to the origin of the left subclavian arteryPlease address all correspondence to: G. Stansby, Professor of
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1533±3167 # 2003 Elsevier Science Ltd. Open access under CC BY-NC-ND (Stanford type B). The working diagnosis of either an
IMH or an acutely thrombosed dissection was made.
It was decided to manage the patient conservatively
and his hypertension was controlled with IV labetalol.
The CT scan was repeated at 6 months where the IMH
was noted to have completely resolved (Fig. 2).
Discussion
IMH was first identified by Krukenburg in the 1920s
and was termed `` dissection without intimal tear''. It
has been proposed that IMH is due to rupture and
bleeding of the vasa vasorum, predisposed by under-
lying medial degeneration. The presentation of IMH is
similar to that of conventional aortic dissection, with
chest pain, back pain, or both occurring in virtually alllicense.
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98 J. D. Smout et al.cases. Modern cross-sectional imaging has resulted in
a greater awareness of the spectrum of appearances
associated with acute aortic pathology.
Since the recent introduction of multi-slice CT scan-
ners, there is little difference between CT angiography,
MR angiography and trans oesophageal echocardio-
graphy (TOE) for the detection of aortic intimal
defects and dissection. Magnetic resonance imaging
and TOE are probably still superior when defining
the full extent of proximal dissections in the aortic
root and heart.1 CT angiography is particularly useful
in the unstable patient because of the speed and ease
of image acquisition.
The diagnosis of a `` thrombosed aortic dissection''
and the differentiation from IMH is possible where
previous scans have shown a double lumen aorta or
the thrombosed section follows a spiral course
around the aortic lumen. Haematoma confined to
one side of the aorta implies IMH. Previous studies
have shown that IMH may resolve, develop into a
true dissection or lead to an acute aortic rupture.
These longitudinal series suggest that the mortality
from IMH of the descending aorta, in the absence ofEJVES Extra, 2002symptoms or of an expanding aorta, may be better
than that of a completed dissection.2±4
The two largest published series with follow-up data
on IMH have identified different factors predictive of
progression. In the first series 35 patients with Type B
IMH were managed medically and followed up with
serial CT scans.5 During follow up 20 of the haemato-
mas regressed and 15 progressed (two ruptures
with one death). Independent factors predictive of
progression were maximal aortic diameter > 40 mm
(p 0.0011) and aortic wall thickness > 10 mm
(p4 0.0009). The second series identified 65 patients
with both type A (proximal aortic involvement) and
B IMH. In this study the presence of a penetrating
atherosclerotic ulcer, increasing pleural effusion, and
sustained or recurrent pain were found to be highly
significant predictors of a progressive course, but
aortic diameter and wall thickness were not.6
The case reported here confirms that type B IMH may
be managed effectively without surgical intervention;
however, larger haematomas may require more aggres-
sive management and pose a significant threat to life.
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